This study was set up to assess the feasibility of screening for neuroblastoma. Clearly this is possible and a high compliance rate can be achieved by using health visitors. By drying filter paper a low rate of taking repeat samples should be possible and there is a low false positive rate.
The authorities in Japan were convinced of the efficacy of screening so that since 1985 all babies in Japan have been offered screening.6 However, there is as yet no convincing evidence of a fall in the death rate from neuroblastoma in Japan. '7 18 Because screening may detect silent cases of neuroblastoma, which might otherwise have spontaneously regressed, the only way to evaluate screening is a controlled trial comparing large screened and contemporaneously unscreened populations. Such a study is underway in Quebec'3 and another has been proposed for the United Kingdom. '9 Screening at 6 months of age has missed cases of neuroblastoma in this study, in Japan,20 and in Quebec (W G Woods, personal communication). This, together with the undoubted increase in incidence of neuroblastoma in screened populations as a result of the identification of silent cases calls into question the age at which children should be screened or indeed whether they should be screened at all. The age related mortality characteristics of neuroblastoma suggest that screening at around 15-18 months of age may well reduce the incidence of both false negative cases and silent neuroblastomas but whether this would influence the course of fatal cases requires further investigation. A definitive study of neuroblastoma screening is essential and will probably require one million babies to be screened and a similar number of controls. The results of such studies are awaited with interest before neuroblastoma screening is implemented in many other countries. 
Methods and results
We examined the consent forms of 50 protocols for research on adults. These were all the approved protocols submitted to the ethics committee of the Royal Brompton National Heart and Lung Hospitals between 22 July 1991 and 8 April 1992. The consent forms were analysed with Microsoft Word for Windows, a computer software package that provides statistics on readability. Several The prevalence of congenital heart disease in the population approaches 1%, but many children are found to have innocent heart murmurs.' We sought to establish the reasons for referral to a paediatric cardiology outpatient clinic and whether there was a case for general practitioners to continue to have direct access to the service.
Patients, methods, and results
The case notes of all new patients attending a paediatric cardiology outpatient clinic were reviewed. The clinic was not at a tertiary referral centre. General practitioners who referred patients worked mainly in inner city and suburban practices in Leeds. Chest radiography, electrocardiography, and echocardiography with Doppler studies were available in the clinic.
New patients made up 54%/o of all patients seen over the 13 months of the study. The table shows the source of these referrals. Of the 184 new patients, 167 were referred with an asymptomatic murmur, 15 were referred to exclude familial cardiac disease or cardiac manifestations of systemic disease, and only two were referred with symptoms (tachycardia). Altogether 142 patients were found to have either an innocent murmur or a normal heart on examination. Fourteen had a ventricular septal defect, nine pulmonary stenosis, four ductus arteriosus, two arrhythmia, and 13 more complex congenital heart disease.
Of the 129 referrals from general practitioners, 126
were made because of an asymptomatic murmur and the remainder because of an irregular heart rate. Fourteen patients (1 1%) were found to have a structural abnormality or an important arrhythmia. Seven had a ventricular septal defect: one aortic stenosis, one atrial septal defect, one ductus arteriosus, two mitral valve prolapse, and two supraventricular tachycardia. The general practitioners offered a diagnosis in 43 cases (33%) and were correct in 36 (84%). When the diagnosis was incorrect there were no serious implications. An innocent murmur had been diagnosed in three patients, who were found to have a ventricular septal defect, a mitral valve prolapse, and an aortic stenosis. Four patients referred with possible structural abnormalities were found to have innocent murmurs. Referrals from paediatricians made up 21 % of new patients seen. All these patients were referred with murmurs. Twenty (53%) had a structural cardiac abnormality. A diagnosis was offered in 27 (7 1%) ofthe 38 cases and was correct in 12 (44%). Again, incorrect diagnosis had no serious implications.
One third of all new patients attending the clinic had an investigation. Chest radiography and electrocardiography were performed in 55 patients and echocardiography in 72. For all new patients referred the median interval between referral and consultation was 27 (range 0-76) days. For referrals from general practitioners the median interval was 29 days. This delay is acceptable for non-urgent referrals and compares favourably with waiting lists for medical and surgical paediatric outpatient clinics in this hospital during the study.
Comment
The pathological yield of 1 1% among referrals made by general practitioners seems to support the case for general practitioners having direct access to a paediatric cardiology service. Although the general practitioners made a tentative diagnosis for only one third of their referrals, it was correct in 84% of cases. These findings 
